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HEALTHRECORD | CHRONOLOGICAL RECORD OF MEDICAL CARE

DATE: SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION ({Sign each eniry)

Screening Questionnaire for Child and Teen Immunization

Circle "Yes" or "No", explaining any "Yes" responses fo the nurse or doctor,
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1. | s your child sick today? Yes No
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2. | Does your child have allergies to medications, food, or any vaccine? . Yes No
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3. | Has your child ever had a serious reaction after receiving a vaccination? Yes No
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4. | Does your child, any person who lives with you, or any person you take care of have cancer, Yes No
teukemia, AIDS or any other immune system problem? vy Nk
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5. Does your child, any person who lives with you, or any person you take care of take cortisone, prednisone, Yes No
other steroids, anti-cancer drugs or X-ray treatments? : By g
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6. During the past year, has your child received a transfusion of blood, plasma or been given an immune globulin?  Yes No
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7. | Has your child received any immunizations in the past 4 weeks? Yes No
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8. | Isyourchildfteen pregnant or is there a chance she could become pregnant within the next three months? Yes No
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9. Has your child ever had a positive tuberculin skin test or been told hisfher PPD test was positive? - Yes No
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10. Does your child have any of the following medical conditions? (Please circle all that apply)
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Diabetes COPD or Emphysema Congestive Heart Failure Cardiomyepathy  Chronic Liver Disease
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Cirrhosis Sickle Cell Disease Splenectomy HIV Leukemia Muttiple Myeloma
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Metastatic Cancer  Chronic Kidney Failure Nephrotic Syndrome Organ Transplant Lymphoma
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Hodgkins Disease ' - '
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| have been offered copies of applicable Vaccine Information Sheets (VIS) prior torreceiving vaccinations
and been advised to wait 20 minutes after receiving my shots.

T OF o OEBICHYEMICEHETETIFUICOVTORAE(VIS)

ERITIRY, TV 0FEER 20 ERETHRTFERT LT EESNELE,

Patient/Guardian Signature:___ Date:
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Staff Member Signature: Date;
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RECORDS MAINTAINED AT:

Patient’s Name ( Last, First, MI} Sex F/ M
Relationship to Sponsor Status ’ Rank/Grade

Sponsor’s Name Organization

Department/Service FMP/Sponsor’s SSN Patient’s Date of Birth




